rectumfor most ofits circumference exceptfor a gap anteriorly. B, Ripstein's procedure: A synthetic mesh is sutured to the anterior and lateral walls of the rectum and then to the sacral hollow. C, author's procedure: A rectangular piece ofMersilene mesh is sutured to the mesorectum and lateral ligaments and then to the sacralpromontory ence of the rectum it lies close to the ureters and there is a danger of the latter becoming involved and periureteric fibrosis occurring. For these reasons the author has looked for another material.
In the USA, Ripstein's procedure (Ripstein 1965 ) has gained favour. A polyester mesh is wrapped around the anterior and lateral walls of the rectum and then the mesh is sutured to the rectum and finally anchored to the hollow of the sacrum. Unfortunately this form of rectal fixation does not allow for expansion of the rectum so that at the site of attachment the mesh may behave as a mechanical obstruction if there is excessive fibrous reaction to the implant or if it is too tight (see Fig 2B) .
Although the above two procedures have given good results it is still worthwhile trying to improve upon the two techniques. Mersilene mesh when implanted is permanent so when it is attached to the rectum there is no problem of its eventual disappearance as occurs with Ivalon sponge. To overcome some of the disadvantages of the Ripstein procedure, the author places the mesh posterior to the rectum surrounding about a third of its circumference thus allowing expansion of the anterior and lateral walls of the rectum and also keeping well away from the ureters (Fig 2c) .
Technique: Through a midline incision in the lower abdomen the rectum is mobilized down to the levator muscles by dissecting it from the hollow of the sacrum and severing the lateral ligaments. A rectangular piece of Mersilene mesh approximately 5 x 8 cm is then sutured to the sacral promontory and the long axis of the mesh is placed parallel to the rectum in the presacral space. The mesorectum and the lateral ligaments are then sutured to the mesh so that it lies snugly against the posterior wall of the rectum. Re-peritonealization is performed after excising the deep pelvic peritoneal pouch. There is no drainage. Throughout the procedure Mersilene or braided synthetic suture materials only are used. It is absolutely essential not to use silk or cotton suture materials. The procedure, in effect, is a rectopexy which suspends the rectum but in addition the presence of the mesh results in thickening of part of the rectal wall with the result that prolapse of the rectum is prevented.
Since 1967 the operation has been performed on 19 patients. So far there have been no complications and no recurrences. History: The patient, aged 55 years when seen in 1969, complained of a lump at the anus which had been present for 6 months. He admitted to passing fresh red blood and mucus per rectum intermittently for 10 years.
He was grossly obese (20 stone, 126 kg), and examination was difficult, but a large tumour was palpable in the left anal wall. At a subsequent examination under anesthesia the tumour was confirmed, as was the absence of ulceration of the overlying mucosa. A biopsy revealed an adenocarcinoma with abundant mucin formation. Sigmoidoscopy to 20 cm revealed some blood and mucus in the rectum. A subsequent barium enema showed a partial obstruction in the descending colon.
Laparotomy confirmed an annular carcinoma of the descending colon, with no signs of spread elsewhere. A combined synchronous abdominoperineal excision of the rectum and left hemicolectomy were performed and a left transverse end-colostomy fashioned. Block dissection of the inguinal lymph nodes was not performed. The postoperative period was uncomplicated and there has been no evidence ofrecurrence. 'Present address: Magdalene College, Cambridge Pathology: Both the colonic and anal tumours were revealed to be moderately well-differentiated tubular and papillary columnar-celled carcinomata with abundant mucin formation.
Discussion
This unusual combination of a colloid carcinoma of the descending colon with an identical carcinoma of the anal region could be due to one of several different causes:
(1) Two separate primary tumours, the lower arising in a malformation of the anorectal regiona 'congenital fistula' -such as a reduplication of the intestinal tract. Eight such cases of colloid carcinoma arising in reduplicated rectal mucosa within the anorectal region where there was no tumour elsewhere in the rectum or anal canal have been described by Dukes & Galvin (1956) .
(2) Two separate primary lesions, the lower arising in an anal gland or duct. Considering the varied character of the anorectal mucosa and its accessory structures it is hardly surprising that carcinomata of this area display a bewildering variation of histological pattern.
Rosser in 1934 was the first to draw attention to the anal glands as a possible site of origin of anal carcinomata. In the years since, a number of case reports have appeared in which the anal glands or ducts were implicated as the primary sites of carcinomata, but the total number of acceptable cases reported to date is still low (Wellman 1962 ). In the initial stages anal duct carcinomata do not involve the mucous membrane. Fifteen of the 19 tumours discussed by Wellman constituted adenocarcinomata while only 4 were of mucoepidermoid character. Winkelman et al. (1964) described what they believed to be the first definite case of a perianal colloid carcinoma with demonstrable origin from an anal gland; the tumour had not grown to a size that obscured its continuity with the anal duct, and therefore could definitely be seen to be arising from the anal gland connected to the anus by a duct.
(3) Two separate primary lesions, the lower arising in a preexisting, long-standing fistula-in-ano or even in a fissure or ulcerated heemorrhoid. Dukes (1946) emphasized the association of colloid carcinoma with a fistulous tract and also brought attention to the fact that a carcinoid tumour can occur in this region. (4) A primary tumour arising in the descending colon with secondary implantation in a preexisting fistula-in-ano. Kline et al. (1964) reviewed this subject of rare carcinomata arising in anal fistulm. Colloid or mucous adenocarcinoma is probably the most frequent type associated with fistula-in-ano, although squamous carcinoma or ordinary adenocarcinoma may also occur. The prognosis in these cases is usually poor. Occult metastatic adenocarcinoma of the anus, eg. of a hemorrhoid, is a rare variety of spread from a carcinoma elsewhere in the large intestine (Harrison et al. 1966) .
Conclusion
In the case reported the patient's ten-year history of intermittent bleeding per rectum suggests a long-standing lesion such as hemorrhoids, even though these were not demonstrated conclusively on clinical examination. The close histological similarity of the two neoplasms also suggests that implantation of the colonic carcinoma may have occurred into such an anal lesion, though it is conceivable that a second primary tumour had developed. There was no definite histological evidence of a 'congenital fistula' or other similar anomaly. It is possible that the anal tumour arose in an anal duct or gland, though to find such a neoplasm in association with a histologically identical colonic neoplasm must be very rare.
Resolution of Pneumocystic Disease of the
Colon with Oxygen Therapy [Summary] by P Forgacs FRCP, P H Wright ME MRCP and A P Wyatt FRCS (Brook General Hospital, London SE18) A patient whose case was previously reported to this Society (Wyatt 1972, Case 2) had suffered diarrheea related to the presence of gas cysts in the colon and rectum for over two years. His symptoms were dramatically relieved and the gas cysts disappeared following a period of several days in an oxygen tent. Symptoms and signs have remained in abeyance for more than eight months. The rationale of the treatment was discussed and is recorded more fully elsewhere (Forgacs et al. 1973) .
